The HealthierHere Partner Summit Webinar will begin shortly.
The Accountable Community for Health of King County
Partner Summit Webinar
June 21, 2018

To make today’s webinar more interactive, we will be using
anonymous audience polling and pausing for questions.

How to participate in the polls:

How to use Questions/Chat:

1. We’ll share a link to the poll in the
Questions/Chat pane and also on the slide
2. To answer the question we’re reviewing, click
the link or type it into a separate browser
window. If you would like, you may do this
now, http://bit.ly/hhjune.
3. The results will be shared by the presenter.
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The Accountable Community for Health of King County

Partner Summit Webinar
June 21, 2018

Meeting Goals
Review HealthierHere Activities & Updates

Highlight Partner Payment Triggers

Share the HIE/HIT Assessment Findings
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Agenda

•

Welcome
HealthierHere Updates
Partner Payment Triggers
HIE/HIT Assessment Findings

•

Wrap Up and Next Steps

•
•
•

Thuy Hua-Ly
Chief Financial Officer, HealthierHere
Marguerite Ro
Chief, Assessment, Policy Development &
Evaluation, Director, Chronic Disease and Injury
Prevention, Public Health – Seattle & King County
Thuy Hua-Ly
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POLL 1: What sector(s) do you represent?
❑
❑
❑
❑
❑

Behavioral Health Agency
Community-based Organization and Social Services
Community Health Center
Hospital/Health System
Other
Type this address into another browser window to respond

→ http://bit.ly/hhjune
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HealthierHere Updates
•
•
•

HealthierHere is staffing up!
New web site, HealthierHere.org (link)
Survey results
•
•

Current State Assessment (link)
Health Information Exchange/Health Information Technology (HIE/HIT) Assessment (link)
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Partner Payment Triggers
Deliverable Completion
Date
May 25, 2018

Provider Payment
Timing
August 2018*

April 2018

August 2018*

June 30, 2018

August 2018*

Sign Project Specific Agreement (PSA)/
Addendum 1

July 31, 2018

August 2018*

Organization Change Plans (base amount +
additional amount for each project)
Commitment to Sign Addendum 2

August 2018*

September 2018*

November 2018*

December 2018*

Payment Trigger
Completion of Current State + HIT/HIE
Assessments
Medicaid Volume based on 2016 Medicaid
beneficiaries: Tier 1 (0 to 5,000); Tier 2
(>5,001)
Partner Participation + Registration in
Financial Executor portal

*HealthierHere will provide the exact dates at a later time.
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Questions About Deliverables and Due Dates?
If you have any questions, please enter them into the ‘questions’ pane at this time.
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HIE/HIT Assessment Findings
Marguerite Ro, Public Health – Seattle & King County
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Core Leave Behinds
Collaboration between the health care system and social
services, evidenced by an inter-connected HIT/HIE system
connecting providers from both systems and payment models
that incorporate social service providers.
Access to person-centered, multi-disciplinary, culturally
competent care teams -- inclusive of social services -- in health
homes for everyone, regardless of where a person enters the
system.
An infrastructure that provides an effective mechanism for
meaningful community and consumer involvement and voice
in the continuous improvement of the delivery system.
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A Person Centered Approach to System Transformation
Acute health &
social concerns

Prevention and management of chronic health and social concerns
Care Transitions

Community

Care
Transitions

Step Down Care
(SNF, Adult Family)

Inpatient

ER

Specialty

Care

Jail

Person in the Community

Behavioral

Health

Primary

Care

Data

Food

Transport Housing

Education

Jobs

Interpreter

Community Based Organizations

Diversion Opportunities
(Future)

Crisis Response

Data
Care
Shared
CHWs/Peer
Coordinator Care Plan

CARE COORDINATION
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Focus Populations and Projects
Bi-Directional Integration
Unmet need for
preventive primary care
or behavioral health
services

HOT & WARM SPOTS:
•
•
•
•

Chronic
Disease
Poorly
managed
chronic
conditions

Transitional
Care
Avoidable
use of crisisoriented
services

Small populations with most complex
health and social needs
Disproportionately high amount of ED and
hospital utilization (and cost)
Heavily under-served by fragmented
health & social service systems
Blend of performance and equity focus

HIDDEN POPULATIONS:
•
•
•
•

Populations under-utilizing traditional
preventive health care services
Populations under-represented in projects
(women with reproductive health needs)
Populations excluded from performance
measures
Equity focus

Opioid
Opioid use
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HIE/HIT Assessment
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HIT/HIE Survey
Assessment Objectives
Understand current state of Health Information Exchange and Health Information Technology of organizations in King County.
Make decisions locally cognizant of national and regional trends. Use HIE/HIT assessment data and recommendations to
inform investment areas that will contribute to transformation.

Assessment Topics Covered
• General organization information
• Electronic Health Record (EHR)
• Exchanging Health Information

• Telehealth / Mobile Applications
• Other Technologies
• Population Health Management & Registries

Survey
• Conducted in April 2018
• Completed by Chief Technology Officer (CTO), Chief Information Officer (CIO), Health Information Exchange (HIE) lead, or
similar leadership role
• Included Provider/Clinical perspective on a subset of questions

Respondents
• Hospitals – 12 of 14
• FQHCs – 7 of 7
• BHAs / Other – 25 of 29
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HIE/HIT Assessment – Findings & Themes
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Key Findings from the HIE/HIT Assessment
1. Large variability in HIE/HIT capacity and use across and within sectors
•
Gap in behavioral health providers in HIE/HIT systems and capacity
•
Opportunity to help systems maximize/adopt population health
approach
2. Limited data partnerships and information systems that support clinicalcommunity linkages
3. Fragmented referral and coordination systems to address social
determinant needs (e.g., housing, employment, food insecurity, childcare,
etc…)
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Key Finding 1:
Large variability in HIE/HIT capacity and use across and
within sectors
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Electronic Health Record Systems
Which EHR system(s) do you use? (Select all that apply.)
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BH providers have greatest gap
•

75% of BHAs report using an electronic health record system

•

Few BHAs (16%) have population health management systems or tools

•

Low percentage of BHAs (24%) have registries and the barriers vary (i.e., training, costs,
standardization)

•

More than half of BHAs have no Prescription Monitoring Program (PMP) access and no current
plans for its use

How might HH help?
“Enable a single shared care plan for a patient across all caregivers for that patient”
“Financial assistance”
“Training on use of registries to track patient panels”

“Support access to PMP data”
19

Variability in HIE/HIT Practice
In addition to the large variation in infrastructure capacity & use,
lack of standardization in data collection, sharing, and use

How might HH help?
“Standardize data and care management requirements across MCOs”
“Align data, reporting, and process across Medicaid (and Medicare)”
“Standardize process among healthcare organizations for exchange of electronic
records and other communications such as referrals”
“Create standards for data exchange between community and medical services”
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Population Health Management – Functions
What are the functions of your organization's Population Health Management
system? (Select all that apply.)
(10)
(9)

(9)

(7)
(6)

(3)

(3)
(2)

(2)

(2) (2)

(2) (2)

(2)
(1)
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Population Health Management (PHM) & Registries
•

Varying levels of understanding of the tools available and best practices

•

Most Hospitals (83%) and some FQHCs (43%) have PHM systems. Few BHAs (16%)
have PHM systems

•

Hospitals and FQHCs use their PHM systems to identify gaps in care, but only
about half use their systems to monitor and track patient/client engagement

•

Majority of respondents from Hospitals (75%) and FQHCs (86%) have patient
registries and use registries to improve the quality of patient care

•

Low percentage of BHAs (24%) have registries and the barriers vary (i.e., training,
costs, standardization)
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Opportunity for Population Health Management (PHM)
PHM includes collecting and analyzing data on segments of your patient population
and managing specific diseases within that population
PHM requires an integrated infrastructure of people, process and technology to
support:
Data exchange across
care-givers

Coordination among
providers

Analytics

How might HH help?
“Would be helpful to have an aligned registry for who is homeless or who is on Medicaid”
“Funding and technical assistance”
“Sharing of best practices”
Ref: The Chartis Group + aspen advisors
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Key Finding 2:
Limited data partnerships and information systems that
support clinical-community linkages
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Exchanging Health Information – External Access
Are there any community based organizations or social service agencies who
have access to your organization's EHR?
(6)

(5)

(4)

(4)

(3)

(2)
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Opportunity to support clinical-community linkages
The majority of providers who responded do not share data through their EHR with
community based organizations or social service agencies
Over half of hospitals and BHAs reported exchanging some health information via
paper or fax with community-based providers/social service agencies

How might HH help?
“Real time integrated referral flow that captures social service needs…”
“Working with community providers for better exchange of contact info, treatment
capacity and care plans for patients in common”
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Key Finding 3:
Fragmented referral and coordination systems to
address social determinant needs
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Fragmented referral and coordination systems
The majority of providers who responded do not share data through their EHR with
community based organizations or social service agencies
Over half of hospitals and BHAs reported exchanging some health information via
paper or fax with community-based providers/social service agencies

How might HH help?
“Enable a single shared care plan for a patient across all caregivers for that patient”
“Financial assistance”
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HIE/HIT Investment Guiding Principles
Meeting the needs of users at the point of care.
Focus on a handful of solutions that address King County needs and project portfolio in as
meaningful a way as possible.
Solutions (technology or other) need to be in place within the 12-15 month implementation window. Measurable
Leveraging existing data infrastructure
andinroles
results are expected
DSRIPwhere
year 3. possible is highly desired.

Prioritize areas of historical underinvestment, e.g., behavioral health agency and social
service organization needs.
Aligns with other ACH HIE/HIT investments
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POLL 2:
What is the top HIE/HIT area that HealthierHere should invest in to best
complement your organization’s priorities?
❑
❑

❑

❑

❑

Strengthening behavioral health HIE/HIT systems and capacity
Help provider organizations adopt and use tools that support population health
management
Development of a shared care platform and lookup tools that supports clinicalcommunity linkages
Information exchange system that supports referral and coordination of social
services (i.e., services that address social determinants of health)
Standardization of data collection, sharing, use and reporting
Type this address into another browser window to respond

→ http://bit.ly/hhjune
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POLL 3:
What is your level of
agreement/
disagreement with
these Investment
Guiding Principles that
will be used to
determine HH
investments in HIE/HIT?

Investment Guiding Principles
Meeting the needs of users at the point of care.
Focus on a handful of solutions that address King County needs and project
portfolio in as meaningful a way as possible.
Solutions
(technology
or other)
need to be
placewhere
withinpossible
the 12-15
month
Leveraging
existing data
infrastructure
andinroles
is highly
implementation window. Measurable
results are expected in DSRIP year 3.
desired.
Prioritize areas of historical underinvestment, e.g., behavioral health agency
and social service organization needs.
Aligns with other ACH HIE/HIT investments

Strongly disagree

Strongly agree

Type this address into another browser window to respond

→ http://bit.ly/hhjune
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Questions?
If you have any questions, please enter them into the ‘questions’ pane at this time.
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Next Steps and Close
Reminders:
• Complete registration in the Financial Executor Portal.
• Sign the Project Specific Agreement/Addendum 1.
• Complete Organizational Change Plans.

Next steps:
• Please help us improve these meetings by completing a short feedback survey
• Next Partner Summit is on Thursday, July 19, 2:30-4:00 pm

33

For more information on how to partner with
HealthierHere…

Thuy Hua-Ly, Chief Financial Officer
thua-ly@healthierhere.org
(206) 849-9988
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